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BACKGROUND: Latinos are the largest minority group in
the United States and experience persistent disparities in
access to and quality of health care.
OBJECTIVES: (1) To determine the relationship be-
tween nativity/immigration status and self-reported
quality of care and preventive care. (2) To assess the
impact of a usual source of health care on receipt of
preventive care among Latinos.
DESIGN: Using cross-sectional data from the 2007 Pew
Hispanic Center/Robert Wood Johnson Foundation
Hispanic Healthcare Survey, a nationally representative
telephone survey of 4,013 Latino adults, we compared
US-born Latinos with foreign-born Latino citizens,
foreign-born Latino permanent residents and undocu-
mented Latinos. We estimated odds ratios using sepa-
rate multivariate ordered logistic models for five
outcomes: blood pressure checked in the past 2 years,
cholesterol checked in the past 5 years, perceived
quality of medical care in the past year, perceived
receipt of no health/health-care information from a
doctor in the past year, and language concordance.
RESULTS: Undocumented Latinos had the lowest
percentages of insurance coverage (37% vs 77% US-
born, P<0.001), usual source of care (58% vs 79% US-
born, P<0.001), blood pressure checked (67% vs 87%
US-born, P<0.001), cholesterol checked (56% vs 83%
US-born, P<0.001), and reported excellent/good care in
the past year (76% vs 80% US-born, P<0.05). Undocu-
mented Latinos also reported the highest percentage
receiving no health/health-care information from their
doctor (40% vs 20% US-born, P<0.001) in the past year.
Adjusted results showed that undocumented status
was associated with lower likelihood of blood pressure
checked in the previous 2 years (OR=0.60; 95% CI, 0.43–
0.84), cholesterol checked in the past 5 years (OR=0.62;
95% CI, 0.39–0.99), and perceived receipt of excellent/
good care in the past year (OR=0.56; 95% CI, 0.39–0.77).
Havinga usual source ofcare increasedthelikelihoodof a
bloodpressurecheck in thepast 2 years and a cholesterol
check in the past 5 years.
CONCLUSION: In this national sample, undocumented
Latinos were less likely to report receiving blood pressure
and cholesterol level checks, less likely to report having
received excellent/good quality of care, and more likely to
receive no health/health-care information from doctors,
even after adjusting for potential confounders. Our study
shows that differences in nativity/immigration status
should be taken into consideration when we discuss
perceived quality of care among Latinos.
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INTRODUCTION
Latinos are one of the fastest growing populations in the US.
Approximately 45 million Latinos lived in the US in 2006
1, and
18% (8.5 million) are estimated to be undocumented immi-
grants.
2 Latinos report having less access to health care
3 and
lower use of health care compared to non-Latino whites.
4–6
Latinos are also less likely to have health insurance coverage,
7
which adversely affects health-care access and utilization.
8
Legal status is an additional factor that affects undocumented
Latinos’ access and utilization of health care.
9–10 Most litera-
ture on quality of care has focused on the general Latino
population
5 with very few studies looking at variability among
Latinos by nativity and immigration status. This is the first
study that we are aware of using a national data set reporting
on perceived quality of care and receipt of selected preventive
care among Latinos by nativity/immigration status.
Several studies report that Latinos have fewer physician
visits, lower utilization of emergency services, and a lower
likelihood of having a regular source of care than non-Latino
groups despite research that suggests that Latinos have a
greater likelihood of chronic disease.
11–12 These differences
are particularly pronounced among undocumented Lati-
nos.
9,13 While 75% of the average population in the US
reported a physician visit in a recent national survey, only
56% of Mexican Americans and 59% of Central/South
Americans reported at least one physician visit in the same
survey.
5,14 Slightly more than one third of undocumented
Latinos (36.5%) reported having access to a regular health-
care provider.
14
Published literature on quality of care suggests that the
patient’s perspective is an important element of quality of
care.
5,15,16 Positive perceptions of interpersonal processes of
care may influence patient outcomes through better adherence
to treatment regimens and greater motivation to manage their
health problems. As such, clinicians are encouraged to
acknowledge patients’ cultural beliefs and preferences, and
JGIM
S508recognize that communication is fundamental to patient
satisfaction and the quality of care received.
5,15 Previous
research from national and regional studies found that
undocumented immigrants experienced lower quality health
care due to lower social integration and English language
dominance, which negatively influence their utilization of the
US health-care system.
14,17,18
Consistent with the literature, we hypothesized that nativ-
ity/immigration status,
14 as well as having usual sources of
health care
19 are important factors associated with percep-
tions of quality of care received.
METHODS
Data Source
The results of this study come from the Pew Hispanic Center/
Robert Wood Johnson Foundation Hispanic Healthcare survey
(Wave 1),
20 a nationally representative telephone interview
survey of 4,013 randomly selected Latino adult participants,
aged≥18 years, living in the US.
Potential eligible respondents were randomly selected from
stratified listings of telephone area codes and exchanges in the
US. Telephone interviews were conducted in summer 2007 and
yielded a total sample of N=4,013 with a response rate of
39.5%. Of these, 3,005 (75%) interviews were conducted in
Spanish, 837 (21%) were conducted in English, and 171 (4%)
were conducted in a mix of Spanish and English.
After excluding the 166 participants who refused to answer
critical questions for this analysis (age, sex and citizenship
status), a total of 3,847 survey responses remained for
analysis. All interviews were conducted using trained inter-
viewers on the Computer Assisted Telephone Interviewing
(CATI) system. Sampling weights were used to yield a statisti-
cally representative sample of Latinos in the contiguous US.
Poststratification adjustment of weights by nativity, sex, age
and education was performed to make the sample representa-
tive of the distribution of Latinos in the Current Population
Survey annual demographic file.
21 All data presented in the
tables were weighted according to these procedures.
Patient Characteristics
Nativity/immigration status was assessed through a series of
questions on place of birth. Participants were first asked
whether they were born in the US. If they were not born in
the US, they were asked whether they were US citizens. If they
were not citizens, participants were asked if they were legal
permanent residents of the US. From these series of questions,
we classified Latinos into four categories: US-born citizens,
foreign-born citizens, legal foreign-born permanent residents,
and undocumented residents. This classification scheme is
similar to other studies on undocumented Latinos.
6
Aside from nativity/immigration status, we controlled for
other independent variables in our multivariate models. These
included sociodemographic variables such as sex, marital
status (single, married, or divorced/separated), age (18–24,
25–34, 35–44, 45–54, 55–64, ≥65 years), education (<high
school graduate, high school/GED graduate, some college or
more), and income categories (≤$14,999, $15,000 to $24,999,
$25,000 to $34,999, $35,000 to $59,999, >$60,000).
Measures
Several measures of self-reported health-care access and
quality of care received were used as dependent variables in
the analyses. (1) Usual source of health care was defined by the
following two questions: (a) do you have a usual place to go
when sick or need advice about health? and (b) where do you
usually go for health care? Participants who went to the
hospital emergency room for their usual care and those who
responded that they had no usual source of care were defined
as having no usual source of health care. Having a usual
source of health care was dummy coded (1=yes; 0=no). (2)
Insurance coverage was assessed as response (yes/no) to “Are
you, yourself, now covered by any form of health insurance or
health plan?” (3) Patient-provider language concordance was
defined by two survey questions that asked about: (a) the
language that the respondent preferred for being interviewed
during the survey (English or Spanish); (b) the language in
which their appointment was usually conducted when seeing a
doctor or health-care provider. Patient-provider language
preference concordance was yes if the language preferred by
the participant for the questionnaire was the language in
which their appointment was usually conducted when visiting
the doctor; otherwise, this was coded as no language concor-
dance. (4) The measure of no information on health care received
from a doctor was based on the question asking participants
whethertheyreceivedanyhealth/health-careinformationfroma
doctor or other medical professional in the past year (yes or no).
(5) We analyzed receipt of preventive services by responses to two
questions: (a) have you had your blood pressure checked by a
doctor or other health-care provider in the past 2 years? and (b)
for males aged≥35 years and for females aged≥45 years, have
you had your blood cholesterol checked by a doctor or other
health-care provider in the past 5 years?
Consistent with previous research,
5 we also measured
patients’ perception of care by asking, “Overall, how would
you rate the quality of medical care that you received in the
past 12 months? Was the medical care excellent, good, fair, or
poor?” Thosewho didnotreceivecarein the past12months were
excluded from the analysis for this question. This variable was
dichotomized into excellent/good and fair/poor care. Separately,
another survey question also asks participants why they think
they received poor quality of care in the past 5 years: “Do you
think you received poor quality of health care in the past 5 years
because: (a) you were unable to pay, (b) of your race or ethnic
background, or (c) of your accent or how you speak English?
Respondents answered “yes” or “no” to each possibility.
We also adjusted our multivariate models by insurance
status (1=have health insurance, 0=no insurance), having a
usual source of health care, self-rated health status (excellent,
good, fair, or poor health), and region of the country (West,
Northeast, Midwest, and South).
Statistical Analysis
We investigated associations between the dependent variables
and the categorical variables on nativity/immigration status
using Rao-Scott adjustment to the Pearson χ
2 statistic.
22
Bivariate analysis was performed to examine the associations
between the dependent variables and independent variables.
Weighted multivariate logistic was used to examine the self-
reported quality of care measures, which include having blood
S509 Rodríguez et al.: Quality of Care Among Undocumented Latinos JGIMpressure checked in the past 2 years, cholesterol checked in
the past 5 years, whether the patient received excellent/good
quality of care in the past year, received no health information
from their doctor, and whether there was language concor-
dance with patient language preference. In all the weighted
logistic regression models, we control for nativity/immigration
status, usual source of health care, and other sociodemo-
graphic variables. The significance of individual covariate
effects was determined by Taylor-linearized variance estima-
tion for complex survey data. In all the analyses, we used the
appropriate weights that account for the complex survey
sampling design of the Pew Hispanic Center/Robert Wood
Johnson Foundation Hispanic Healthcare Survey (Wave 1).
20
RESULTS
Table 1 shows the descriptive characteristics of health-care
access and quality of health care received by nativity/immi-
gration status. For two health-care access variables (usual
source of health care and insurance), 74% had a usual source
of health care and 66% of the sample had health insurance
coverage. Undocumented Latinos have the lowest proportion
with usual source of health care (58%) and health insurance
(37%). For patient-provider language concordance, US-born
Latinos had the highest language preference concordance
(84%), whereas foreign-born citizens had the lowest language
preference concordance (70%).
Regarding health services received during past doctor visits
(Table 1), compared to US-born Latinos, more undocumented
Latinos received no information on health/health care from
their physicians (20% vs 40%, respectively). Significantly fewer
foreign-born permanent residents (76%) and undocumented
Latinos (67%) had their blood pressure checked during the
past 2 years, compared to the US-born (87%; P<0.01 for both).
The same pattern existed for having had cholesterol tested in
the past 5 years for males (aged≥35 years) and females
(aged≥45 years), where 71% of the foreign-born permanent
residents and 56% of the undocumented Latinos reported
being tested for cholesterol levels, compared to 83% of US-born
Latinos reporting the same. Undocumented residents reported
the lowest percentage of perceived excellent/good quality of
care received (76% vs 80% US-born) in the past year.
The reasons for perceived poor quality of care received in the
past5yearsareshowninTable2.ThecategoriesinTable2arenot
exclusive; more than one reason can be given. Among the US-
born,30%thoughtthattheyreceivedpoorcarebecausetheywere
unable to pay, in contrast to foreign-born permanent residents
(39%) and the undocumented (45%). A significantly higher
proportion of foreign-born permanent (38%) and undocumented
(39%) residents believed that they received poor care due to their
ethnic background, in contrast to the US-born (25%). Among the
US-born, a significantly lower percentage (14%) thought they
received poor care because of their accent, in contrast to foreign-
borncitizens(28%),foreign-bornpermanentresidents(39%),and
the undocumented (48%). The logistic regressions for these
perceived reasons for poor care provided similar results after
adjusting for age, sex, education, and insurance.
Using multivariate analysis (Table 3), foreign-born citizens
(OR=0.57; 95% CI, 0.42–0.77), foreign-born permanent resi-
dents (OR=0.60; 95% CI, 0.43–0.82), and the undocumented
(OR=0.60; 95% CI, 0.43–0.84) were less likely to have their
blood pressure checked in the past 2 years compared to US-
born Latinos. Other factors independently associated with
blood pressure check include being female, older age, high
educational attainment, poorer self-reported health, or having
a usual source of health care. For cholesterol checked in the
past 5 years, the undocumented were less likely to have been
tested for blood cholesterol (OR=0.62; 95% CI, 0.39–0.99)
compared to US-born Latinos. Participants who were female,
older, had health insurance, or were from the northeast region
of the US were also more likely to have been tested for
cholesterol levels (data not shown).
For perceived quality of care received in the past year, after
adjustment for other covariates, the undocumented (OR=0.56;
95% CI, 0.39–0.77) were less likely to report having received
excellent/good quality of care in the past year compared to US-
born Latinos. The results for no health/health-care informa-
tion received from doctors show that after adjustments,
foreign-born citizens (OR=1.43; 95% CI, 1.11–1.84), foreign-
born permanent residents (OR=1.58; 95% CI, 1.22–2.05), and
the undocumented (OR=1.43; 95% CI, 1.13–2.05) were more
Table 1. Descriptive Characteristics of Health-care Access to and Perceived Quality of Health Care Received by Nativity/Immigration Status
(2007)
Total
(N=3,847)
US-Born
(N=1,190)
Foreign-born,
citizen (N=942)
Foreign-born,
permanent
resident (N=1,030)
Undocumented
(N=685)
P value
Have usual source of health care 74% 79% 79% 69% 58% <0.001
Have insurance coverage 66% 77% 76% 57% 37% <0.001
Patient-provider language concordance 79% 84% 70% 76% 79% <0.001
services received during doctor visit
No health/health-care information received
from doctor
28% 20% 28% 35% 40% <0.001
Blood pressure checked (past 2 years) 81% 87% 81% 76% 67% <0.001
Test for cholesterol (past 5 years for
males≥35 years, ≥45 years for females,
N=2,171)
79% 83% 85% 71% 56% <0.001
Perceived quality of care received
(past year, N=3,590)*
Excellent/good 78% 80% 78% 77% 76% <0.05
Fair/poor 22% 20% 22% 23% 24%
*Those who did not receive care in the past 12 months were excluded from this analysis
S510 Rodríguez et al.: Quality of Care Among Undocumented Latinos JGIMlikely to report that they received no health/health-care
information from their doctors.
With respect to language concordance, where the language
of care is concordant to the patient’s language preference,
foreign-born citizens (OR=0.45; 95% CI, 0.34–0.58) and
foreign-born permanent residents (OR=0.62; 95% CI, 0.45–
0.83) were less likely to report having received care in their
language of preference than undocumented Latinos and
compared to US-born Latinos.
Figures 1 and 2 show the adjusted percentages of partici-
pants receiving the recommended blood pressure and choles-
terol checks by nativity/immigration status, stratified by usual
source of health care. Figure 1 illustrates that those who had a
usual source of health care were more likely to have had blood
pressure checks in the past 2 years compared to those who
had no usual source of health care (P<0.05). In the group with
a usual source of health care, all foreign-born residents
(citizens, legal permanent residents, and the undocumented)
had significantly lower predicted rates of blood pressure
checks compared to US-born Latinos (P<0.05). In the group
with no usual source of health care, foreign-born citizens,
permanent residents, and the undocumented had significantly
lower predicted rates of blood pressure checks compared to
US-born Latinos (P<0.05). Figure 2 also demonstrates that
those with a usual source of health care were more likely to
have had a blood cholesterol test compared to those with no
usual source of health care (P<0.05). In the group with a usual
source of health care, the undocumented were significantly
less likely to have had a blood cholesterol test compared to US-
born Latinos (P<0.05). We found the same pattern for those
with no usual source of health care. The undocumented
Latinos were significantly less likely to have had a blood
cholesterol test compared to US-born Latinos (P<0.05).
DISCUSSION
To our knowledge, this is the first study using nationally
representative data reporting on perceived quality of care and
receipt of selected preventive care among Latinos in the US by
nativity/immigration status. Our study demonstrates that
perceived quality of care as well as receipt of health/health-
care information, blood pressure, and cholesterol screening by
Latino immigrants is lower than that of US-born Latinos.
Similarly, the proportion with health insurance and a usual
source of health is lower among Latino immigrants. For most
of the measures, the trend is one of improved parameters that
parallel the range of immigration status from lack of docu-
mentation to US-born.
In addition to the differences in receipt of preventive care and
accesstoausualsourceofhealthcare,perceivedqualityofcareis
different by nativity/immigration status, but the magnitude of
thedifferenceismuchsmaller.Lowerexpectationsandadifferent
patternofuseofhealthservices
10amongundocumentedLatinos
might explain why they reported disproportionately less preven-
tivecarereceivedintermsofbloodpressureandcholesteroltests,
and also lower perceived quality of care ratings. As many
undocumented Latinos have recently arrived to the US, they
may use different standards to evaluate the quality of health care
and rate certain health services higher than Latinos who have
been living in the country longer.
Ourstudy alsoprovides perspectives regardingthe reasonsfor
poor quality of care among Latinos and how these perspectives
vary by nativity/immigration status and country of origin. Our
findings support those of other researchers who found that
undocumented Latinos were more likely to report that ability to
pay and racial/ethnic background were reasons for perceived
poorqualityofcarereceivedinthepast5years.
23LimitedEnglish
proficiency may help explain why the undocumented were most
likely to report receiving no information on health from their
Table 2. Reasons for Perceived Poor Quality of Care Received in the
Past 5 Years, by Nativity/Immigration Status and Country of Origin
Unable
to pay
(n=778)
%
Racial/ethnic
background
(n=767)
%
Accent or how
you speak
English (n=772)
%
By nativity/immigration status:
US-born 30 25 14
Foreign-born,
citizen
22 30 28*
Foreign-born,
permanent resident
39* 38* 39*
Undocumented 45* 39* 48*
By country of origin:
Mexico 36 34 29
Cuba 23 35 5
Puerto Rico 20 21 11
Central/South America 33 28 31
Other Latinos 20 13 5
*P<0.05, significantly different from US-born Latinos
Table 3. Multivariate Analysis of Perceived Quality of Care Outcomes US-born and Foreign-born Latinos
US-Born Foreign-born, citizen
OR (95%CI)
Foreign-born, permanent
esident OR (95%CI)
Undocumented OR
(95%CI)
Blood pressure checked in the past
2 years
H
Reference group 0.57 (0.42–0.77)* 0.60 (0.43–0.82)* 0.60 (0.43–0.84)*
Cholesterol checked in the past
5 years
H
Reference group 1.38 (0.95–2.00) 0.89 (0.60–1.31) 0.62 (0.39–0.99)*
Received excellent/good quality of
care in the past year
H,I
Reference group 0.99 (0.76–1.31) 0.79 (0.59–1.05) 0.56 (0.39–0.77)*
No information on health/health-care received
from doctor in the past year
H
Reference group 1.43 (1.11–1.84)* 1.58(1.22–2.05)* 1.43 (1.13–2.05)*
Language concordance
H Reference group 0.45 (0.34, 0.58)* 0.62 (0.45, 0.83)* 0.72 (0.50, 1.03)
*Significant at P<0.05
HAdjusted for sex, income, age, education, marital status, health status, health insurance, usual source of care, and region
IAnalysis included only males aged≥35 years and females aged≥45 years
S511 Rodríguez et al.: Quality of Care Among Undocumented Latinos JGIMdoctor and least likely to feel reassured that they could manage
their own health. Not surprisingly, almost half of undocumented
Latinos who reported poor care in the past 5 years attributed
their poor care to their accent or how well they speak English.
Receipt of preventive care is influenced by Latino patients’ ability
to speak English
24 presumably because of the diminished
communication between patients and their doctors and the
doctors limited ability to address patients’ health-care needs.
Consistent with previous studies,
6 undocumented Latinos were
leastlikely tohavea usualsource ofhealthcare, whichaccording
to other studies is associated with a higher likelihood that a
patient will report positive health-care communication.
25
Our findings suggest that foreign-born Latinos, especially
the undocumented, face serious financial and linguistic con-
straintstoaccesshealthcare.Thesefindingshelpincreaseour
understanding of the heterogeneity among Latinos and why
reporting results by immigration status is important. Consis-
tent with other studies, we found that usual source of health
care is a significant predictor
17,26–28 in determining whether
adults receive recommended screening and preventive ser-
vices. This underscores the fact that having a usual source of
health care is a critical element of a medical home, regardless
of nativity/immigration status and insurance status.
Study Limitations
One study limitation is that we focused on a single measure of
perceived quality of care, which may not reflect other dimen-
sions of quality of care. Homogeneous rankings of health-care
quality may be responsible for averaging the perception of
health-care services that are not directly comparable. A
distinction by type of service in the ranking of health-care
quality might have been useful to address this issue. In
addition, the respondents to our survey may have perceived
poor quality from the provider, although treatment could have
been adequate. Self-reported data for other variables, such as
blood pressure checked in 2 years and cholesterol checked in 5
years, are also subject to respondent’s memory and understand-
ing of tests being taken during preventive care examinations.
Anotherpossiblelimitationisthatduetothestigmaassociated
with being undocumented, accuracy and/or reliability response
could be adversely impacted. To address this limitation, partici-
pants were categorized as undocumented by exclusion, and
intensive interviewer training included safeguards of confidenti-
ality and privacy to help develop rapport during the interviews.
Nonetheless, it is possible that some respondents misplaced
themselves in another category, resulting in a potential under-
Figure 1. Blood pressure checked in the past 2 years, by usual source of health care
+.* P<0.05, significant difference between having usual
source of health care and no usual source of health care. **P<0.05, significant difference compared to US-born. FB = foreign-born.
+Adjusted
for sex, income, age, education, marital status, health status, health insurance, and region.
Figure 2. Blood cholesterol checked in the past 5 years, by usual source of health care
+.* P<0.05, significant difference between having
usual source of health care and no usual source of health care. **P<0.05, significant difference compared to US-born. FB = foreign-born.
+Adjusted for sex, income, age, education, marital status, health status, insurance, and region.
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related concern is that the survey missed those without phones,
underrepresenting the most vulnerable with worse quality of
services, thereby reducing the size of differences detected.
An additional limitation is the inclusion of barriers to
health-care quality linked only to inability to pay, racial/ethnic
background, and ability to speak English. In contrast with
other health-care surveys (MEPS, CHIPS) where barriers such
as cost or distance to the health-care provider are included,
our dataset had limited information available on such barriers
to quality of care. The limited range of alternatives might have
influence participant response by causing respondents to
endorse the few barriers at increased levels.
CONCLUSIONS
Previous research on the perceived quality of care among Latinos
has focused on either health-care quality differentials across
racial/ethnic categories or studied specific quality issues among
all Latinos, with limited distinction of nativity or immigration
status. While all foreign-born categories of Latinos were less likely
than US-born Latinos to have their blood pressure assessed or
receive any information on health or health-care from their
doctors, undocumented Latinos were the only group to also report
lower odds of cholesterol screening and worse perceived health-
care quality than US-born Latinos. Undocumented Latinos are
also the subgroup with the highest proportion reporting that their
inability to pay, racial/ethnic background, and Englishproficiency
are the mainreasons for receiving poor quality health care.Policies
supporting increased access to affordable culturally and linguis-
tically competent services could be beneficial to improve the
quality of health care among Latinos. The findings of heterogeneity
among Latinos by both nativity and immigration status under-
score the importance of future studies of Latinos appropriately
collecting
29 and reporting results by immigration status.
Acknowledgments: This project was supported by the Network for
Multicultural Research on Health and Healthcare, Department of
Family Medicine—UCLA David Geffen School of Medicine, funded by
the Robert Wood Johnson Foundation.
Corresponding Author: Michael A. Rodríguez, MD, UCLA Depart-
ment of Family Medicine, 10880 Wilshire Blvd #1800, Los Angeles,
CA 90024, USA (e-mail: mrodriguez@mednet.ucla.edu).
REFERENCES
1. Bernstein R. Minority Population Tops 100 Million. US Census Current
Population Series. Washington, DC: US Government Printing Office; 2006.
2. Pew Hispanic Center. Growing Share of Immigrants Choosing Natural-
ization. Washington DC: Pew Research Center; 2007.
3. Hubbell FA, Waitzkin H, Mishra SI, Dombrink J, Chavez LR. Access to
medical care for documented and undocumented Latinos in a southern
California county. West J Med. 1991;154:414–7.
4. Kang-Kim M, Betancourt JR, Ayanian JZ, Zaslavsky AM, Yucel RM,
Weissman JS. Access to care and use of preventative services by
Hispanics: State-based variations from 1991 to 2004. Medical Care.
2008;46:507–15.
5. Blendon RJ, Buhr T, Cassidy EF, et al. Disparities in health:
perspectives of a multi-ethnic, multi-racial America. Health Affairs.
2007;26:1437–47.
6. Ortega AN, Fang H, Perez VH, et al. Health care access, use of services,
and experiences among undocumented Mexicans and other Latinos.
Arch Intern Med. 2007;167:2354–60.
7. Marcelli EA. The unauthorized residency status myth: Health insurance
coverage and medical care use among Mexican immigrants in California.
Migraciones Internacionales. 2004;2:5–35.
8. Ku L, Matani S. Left out: Immigrants access to health care and
insurance. Health Affairs. 2001;20:247–56.
9. Durden TE. Usual source of health care among Hispanic children: The
implications of immigration. Medical Care. 2007;45:753–60.
10. Berk ML, Schur CL, Chavez LR, Frankel M. Health care use among
undocumented Latino immigrants. Health Affairs. 2000;19:51–64.
11. Dey AN, Wilson Lucas J. Physical and Mental Health Characteristics of
U.S. and Foreign-born Adults: United States, 1998–2003. Washington,
DC: US Department of Health and Human Services; 2006;369:1–20.
12. Wilper AP, Woolhandler S, Lasser KE, McCormick D, Bor DH,
Himmelstein DU. A national study of chronic disease prevalence and
access to care in uninsured U.S. adults. Ann Intern Med. 2008;149:
170–6.
13. Chavez LR, Cornelius WA, Williams Jones O. Mexican immigrants and
the utilization of U.S. heath services: The case of San Diego. Soc Sci Med.
1985;21:93–102.
14. Nandi A, Galea S, Lopez G, Nandi V, Strongarone S, Ompad DC.
Access to and use of health services among undocumented Mexican
immigrants in a US urban area. Am J Public Health. 2008;90:2011–20.
15. Sixma H, Kerssens J, Van Campen C, Peters Loe. Quality of care from
the patient’s perspective: from theoretical concept to a new measuring
instrument. Health Expect. 1998;1:82–95.
16. Harmsen J, Bernsen R, Bruijnzeels M, Meeuwesen L. Patients’
evaluation of quality of care in general practice: What are the cultural
and linguistic barriers. Patient Educ Couns. 2008;72:155–62.
17. Flores G, Abreu M, Olivar MA, Kastner B. Access barriers to health
care for Latino children. Arch Pediatr Asolesc Med. 1998;152:1119–25.
18. Pippins JR, Alegria M, Haas JS. Association between language
proficiency and the quality of primary care among a national sample of
insured Latinos. Medical Care. 2007;45:1020–5.
19. DeVoe JE, Fryer Jr GE, Phillips R, Green L. Receipt of preventive care
among adults: Insurance status and usual source of care. Am J Public
Health. 2003;93:786–91.
20. Latino Health Survey Report. Washington DC: Pew Hispanic Center/
Robert Wood Johnson Foundation. 2007.
21. U.S. Census Bureau. (2007). Current Population Survey. Available at:
http://www.bls.census.gov/cps_ftp.html. Retrieved August 5, 2009
22. Rao JNK, Scott JA. On chi-squared tests for multiway contingency
tables with cell proportions estimated from survey data. Ann of Statist.
1984;12:46–60.
23. Van Houtven CH, Voils CI, Oddone EZ, et al. Perceived discrimination
and reported delay of pharmacy prescriptions and medical tests. J Gen
Intern Med. 2005;20:578–83.
24. DuBard CA, Gizlice Z. Language spoken and differences in health
status, access to care, and receipt of preventive services among US
Hispanics. Am J Public Health. 2008;98:2021–28.
25. DeVoe JE, Wallace LS, Pandhi N, Solotaroff R, Fryer GE Jr.
Comprehending care in a medical home: A usual source of care and
patient perceptions about healthcare communication. J Am Board Fam
Med. 2008;21:441–50.
26. Blewett LA, Johnson PJ, Lee B, Scal PB. When a usual source of care
and usual provider matter: Adult prevention and screening services. J
Gen Intern Med. 2008;23:1354–60.
27. Xu KT. Usual source of care in preventive service use: A regular doctor
versus a regular site. Health Services Res. 2002;37:1509–29.
28. Shih YT, Elting LS, Levin B. Disparities in colorectal screening between
US-born and foreign-born populations: Evidence from the 2000 National
Health Interview Survey. J Cancer Educ. 2008;23:18–25.
29. Carter-Pokras O, Zambrana RE. COllection of legal status information:
caution!. Am J Public Health. 2006;96(3):399.
S513 Rodríguez et al.: Quality of Care Among Undocumented Latinos JGIM